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In recent years, studies that examine reforms in the use of
health care resources have proliferated in Spain their aim
being to identify and reduce the inappropriate use of he-
alth care services. Inappropriate or inadequate use is un-
derstood to mean types of use that, with the knowledge
and means currently available, do not meet ideally desira-
ble goals. Although there are many aspects of inappropria-
te use that are amenable to analysis (for example, prescri-
bing practices or complementary tests, among others),
most research has centered on the inappropriate use of
hospital resources.1-4
Efforts to identify when hospital admission is and is not
appropriate aim to favor the most efficient use of hospitals
by identifying and reducing inappropriate admissions and
stays. These are defined as acute care admissions and stays
that occur when the problem, from a strictly clinical point
of view, could have been dealt with at other more appro-
priate levels of care (day hospital, home hospitalization,
long-stay hospital, primary care, etc.) or in less time (shor-
ter stay). This definition assumes that the care provided is
always pertinent in clinical terms; the only things that are
being questioned are the level of service that provides the
care, and the duration of care.3,5
Inappropriate use has important negative effects (increa-
sed costs, increased risk of nosocomial infection and unne-
cessary diagnostic tests or treatments, etc.) that lead to
inefficient administration and lowered quality of care.3,4
The first studies of inappropriate hospitalization were do-
ne in the 1970s. Several objective methods based on expli-
cit criteria are currently available to identify inappropriate
admissions (Table 1). These methods are usually develo-
ped by reviewing the medical records (retrospectively in
most cases), the patient´s clinical status, and the intensity
of medical and nursing services required.2,3,5,6 The main
advantage of efforts to ensure efficiency based on determi-
nations of appropriate use is their selectivity for unneces-
sary hospitalization, in contrast with other types of inter-
vention (such as productivity and performance audits,
special programs, and co-payment) that might reduce both
inappropriate and appropriate care indiscriminately.3
Despite considerable differences in methods, published
studies have documented a variable but large proportion of
unnecessary hospital use, ranging from 12 to 60% for stays
and from 6 to 54% for admissions. Moreover, the propor-
tion of inappropriate pediatric admissions is reportedly
one out of every four or five hospitalizations.1,3,6
Inappropriate hospitalization is a multicausal phenome-
non that depends on decisions made by the physician; the-
se decisions in turn are related to (among other things) the
availability of diagnostic and therapeutic resources, the
characteristics of primary care, and the sociosanitary re-
sources in the area.1 However, delays in diagnostic tests
comprise one of the main reasons for inappropriate ad-
missions.
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Key points
• Inappropriate hospitalizations are admissions to acute
care centers that occur when the problem, from a strictly
clinical point of view, could have been dealt with at other
more appropriate levels of care (day hospital, home
hospitalization, long-stay hospital, primary care, etc.) or
in less time (shorter stay).
• Inappropriate use has important negative effects
(increased costs, increased risk of nosocomial infection
and unnecessary diagnostic tests or treatments, etc.) that
lead to inefficient administration and lower quality of
care.
• Published studies report a variable but large proportion
of unnecessary hospital use ranging from 12 to 60% for
stays and from 6 to 54% for admissions.
• Appropriate primary care can reduce hospitalizations for
certain problems. Indicators of inappropriate
hospitalization such as ambulatory-care-sensitive
conditions can serve as an indirect but relevant measure of
the ability of primary care to deal appropriately and
efficiently with health problems.
Among the measures proposed to reduce inappropriate
use are the development of clinical guidelines, increases in
the effectiveness of central hospital services, greater avai-
lability of alternatives to acute care hospitals (such as
short-stay high-performance units, home hospitalization
and day hospitals), and fomenting self-care. Although gi-
ven insufficient attention in most studies, a key element in
reducing the problem is the timely involvement of primary
care services.5
On occasions there is no scientific evidence for the useful-
ness of hospitalization for certain diseases. In contrast, a
number of studies have found that primary care of the ap-
propriate type, location, intensity and timeliness can redu-
ce hospital admissions for certain causes, mainly by acting
as a filter that allows access only for persons who will ac-
tually benefit from a higher level of care.6
Nevertheless, it is hard to say precisely how many of these
hospitalizations are truly avoidable by interventions at the
primary care level. It is important to distinguish, in this
connection, between two concepts: hospitalizations that
can be avoided (by the use of other care alternatives) and
diseases sensitive to primary care (which, through effecti-
ve interventions, can reduce the risk of hospitalization).6
Within the context of this line of research, the excellent
article by Caminal and colleagues contributes to our
knowledge of health problems linked to ambulatory-care-
sensitive conditions (ACSC), and sheds light on primary
care interventions that might reduce these problems.
Although there may be some resistance to evaluating the
quality of primary care with indicators of hospital activity
such as those discussed here – particularly when these in-
dicators are influenced by criteria that are not under the
control of primary care practitioners–indicators of inap-
propriate hospitalization, especially ACSC, can be used as
an indirect but nonetheless relevant measure of the ability
of primary care to deal appropriately and effectively with
the patient´s problem.
If we really want to reduce inappropriate hospitalizations
from primary care referrals, we should demand the neces-
sary means to optimize the capacity of practitioners to de-
al with their patients´ problems by providing training and
adequate technological resources. In addition, these ac-
tions should be accompanied by the allocation of budge-
tary resources where problems are solved effectively; to li-
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Main instruments for the identification 
of inappropriate hospitalization
Method/Instrument Characteristics 
Appropriateness Evaluation Protocol (AEP) Developed at the end of the 1970s, this is the best known and most widely used instrument to identify inappropriate
use. Its has been shown to be valid and reliable. It aims to identify inappropriate admissions and stays in adult
nonpsychiatric patients, although adaptations for pediatric care have been developed. It consists of: a) inappropriate
admissions criteria, which examine the severity of the patient´s status (10 items) and the intensity of services
needed (6 items); and b) inappropriate stay criteria (after the first day of the hospital stay), which evaluate medical
services provided (11 items), nursing services (7 items) and the patient´s clinical status (9 items) 
Noteworthy limitations of this instrument are its failure to consider variability in medical practice, the lack of social
support, the distance traveled to the center, the availability of resources in the area, and the expectations of patients
and their relatives 
Ambulatory-care-sensitive conditions (ACSC) These conditions are a group of diagnostic codes recorded upon hospital discharge, obtained from the hospital
morbidity database (Minimum Basic Hospital Discharge Dataset). These lists have been proposed as an indirect
indicator of the capacity of primary care to deal appropriately with health problems, and as a direct indictor of the
volume of hospital activity potentially preventable by timely primary care interventions 
Lists of ACSC were introduced in the USA to analyze access of the indigent population to medical care. They were
subsequently used to identify other variables related with problems of access and the availability of health resources,
and have been used in comparative analyses of health care models involving different types of primary care. In the
1990s, ACSC were proposed by the National Health Service to analyze the quality of primary care. 
Different lists of diagnostic codes have been proposed as ACSC. Some of the limitations of these lists are
differences in the items each instrument includes, the amount of information the indicator contains, and the
reluctance of primary care practitioners to be evaluated with an indicator constructed from hospital-based
information 
Intensity Severity Discharge Criteria Set (ISD) This instrument was developed to evaluate the appropriateness of admissions and stays in medical, surgical,
obstetric and pediatric services. The instrument has been adapted for psychiatric services 
Standardized Medreview Instrument (SMI) This instrument can be used to evaluate the use by adult patients of medical, surgical, psychiatric, intensive care,
coronary and burn services, and other services 
Delay Tool (DTO) This 166-criteria instrument differs substantially from those described above in that it does not judge the need for
hospital admission or stay, but rather attempts to detect unnecessary days of stay 
Oxford Bed Study Instrument Developed at the end of the 1980s from the AEP, the DTO is a structured interview for health care staff responsible
for patients which aims to evaluate the use of hospital beds 
Adapted from references 2, 3 and 6. 
TABLE
1
mit inefficiency, financial resources should be adjusted
where inappropriate use is detected.3
Only in this way will we create a new environment for pri-
mary and specialized care in which each level of care must
prove that it is ideally situated to respond effectively to
most of the health problems of our citizens.
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